Teaching airway management as part of continuing professional development in intensive care medicine
In this issue, Brewster et al have highlighted widespread support among Fellows of the College of Intensive Care Medicine within Australia and New Zealand for airway skills education to be a mandatory continuing professional development (CPD) requirement. These authors have shown a clear shortfall in ongoing airway education after Fellowship has been obtained.
The Drinker or 'iron lung' ventilator was first used in 1928, at the Boston Children's Hospital on an eight-year-old girl for treatment of respiratory failure due to poliomyelitis. Intensive care medicine was later established in Copenhagen during the poliomyelitis epidemic in 1952 to 1953 when Björn Ibsen, an anaesthesiologist, was asked to assist in the management of a 12-year-old girl with polio. Since this time airway management has remained an integral part of anaesthesia, intensive care, and emergency medicine.
The human body has inbuilt redundancies such as two lungs, two kidneys, a large liver and long small and large intestines to counter internal and external stresses. Yet, despite these large inbuilt margins of safety, tolerance to hypoxia is measured in minutes or even seconds in the presence of significant pathophysiology. As many intensive care patients have a poor tolerance to hypoxia when airway management is suboptimal, a comprehensive airway management curriculum as part of CPD should improve patient safety.
The 4th National Audit Project of the Royal College of Anaesthetists (NAP4) in 2011 identified a clear lack of adequate airway management in intensive care with at least one in four major airway events occurring in either intensive care units (ICUs) or emergency departments in the UK. This study points to several underlying issues that should be addressed with more formal training. Recommendations from NAP4 included the need for staff training with regular, manikin-based practice. It is likely that these recommendations will apply equally to Australian and New Zealand ICUs. Airway management CPD may be particularly important for intensive care specialists who work in semirural or rural areas where advanced airway support from an anaesthetist or otorhinolaryngologist may not be available in a timely fashion.
As a result of the NAP4 study, the Difficult Airway Society (DAS) of the United Kingdom established a committee to develop guidelines for airway management in intensive care. However, the establishment of clinical guidelines are often not followed by their clinical implementation 6, 7 and passive dissemination through lectures and publications is generally ineffective. Patient-mediated interventions and multifaceted workshops as part of lifelong CPD airway management programs are more likely to encourage the adoption of these guidelines by all staff in intensive care. Unfortunately, the task of establishing a well-structured airway management CPD program is fraught with problems. What are these problems?
Suitable and contextually relevant airway management courses are unavailable to many ICU specialists due to their high workload and the geographical challenges of Australia and New Zealand. Ongoing training still remains more ad hoc than based on formal teaching.
Compulsory airway management training risks becoming a points-gathering exercise rather than an effective educational tool. There is also the risk of CPD records being embellished, and compliance is difficult to police and enforce.
An airway management program should reflect patient mix and an appreciation that intensive care medicine, emergency medicine and anaesthesia have different theoretical and practical approaches to airway management, making their CPD programs poorly transferable. As an example, the inclusion of 'can't intubate, can't oxygenate' management as part of the Australian and New Zealand College of Anaesthetists (ANZCA) CPD is somewhat controversial; can't intubate, can't oxygenate management is rare yet its teaching has been mandated, whereas more common airway management techniques are not. Whether needle cricothyroidotomy should be taught (at all, let alone in ICU) is contentious when there is a lack of strong support in many can't intubate, can't oxygenate guidelines.
What can be learnt from weaknesses in other CPD programs?
Emphasis should be on participant engagement rather than mandatory course content. The learning experience should be clinically relevant while respecting the participant's experience. Many specialists rely heavily on what they learn as a trainee supplemented with what they pick up on an ad hoc basis after training. Over time specialists replace the academic elements of their training years with the nuances of clinical work that are contextually relevant. The airway management component of the Effective Management of Anaesthetic Crises course has become an integral part of ANZCA training for trainees and specialists. Integration of these airway management components into intensive care CPD seems a logical step.
Editorial
Experienced clinicians within colleges may establish the CPD programs but junior consultants usually perform the coalface teaching. This can create a generation gap between the young instructors and the older participants who have more clinical experience. Young instructors may have an uphill battle to establish their own credibility. Mutual respect for each perspective is key to the establishment of a successful program.
The older specialist may base their current airway management on what they learnt during training. Airway devices and techniques have changed radically over recent years, including the introduction of supraglottic airways, videolaryngoscopy, status of cricoid pressure and airway management of the obese patient. These changes in knowledge are an example of pessimistic induction where decisions are based on historically well-accepted knowledge that may be proven wrong over time. This may in part be due to the so-called half-life of knowledge which is defined in the field of scientometrics as the time it takes for knowledge to become obsolete or wrong. The half-life of modern airway management knowledge may be considered in terms of months or a few years as the explosion of airway device numbers continues.
Lifelong learning strategies to counter decay of knowledge and keep abreast of paradigm shifts should be established in trainees and specialists as part of a CPD program. The intensive care specialist CPD program should be integrated as a part of the airway training program for the trainees so that everyone working in a difficult airway situation is speaking the same language.
The challenge for any airway management curriculum is to define the spectrum of trainee knowledge, respect the experience they have and appreciate that contextually relevant proficiency may trump theoretical teaching 16, 17 . This classroom doesn't have one teacher and several pupils but a room full of teachers. Acceptance of the older experienced specialist leads to a program where everyone benefits. As Aristotle said "The whole is greater than the sum of its parts".
Brewster et al suggest that the establishment of multidisciplinary groups such as the soon-to-be established Safe Airway Society or an international group establishing difficult airway management guidelines would be an integral part of difficult airway management evolution. Whether such groups contribute or fail will be largely the result of market forces (i.e. whether they meet the requirements of practitioners) rather than who is leading them. Practitioners at the coalface will continue to demand basic, user-friendly airway management skills, including non-technical skills, which underpin a seamless approach to this fundamental aspect of patient care. Difficult airway experts come and go but what remains is their contribution to safe patient management and the instillation of basic principles that simplify airway management for the non-expert. Egos that prompt only their specific biases may temporarily slow the process but ultimately airway management should be taught so that it becomes intuitive.
Teaching mandatory airway management in intensive care medicine CPD requires professional skills beyond medical knowledge including interdisciplinary communication, setting acceptable clinical thresholds, contextual relevance, nontechnical skills training, regular audit, and team building with feedback. Recertification issues and administrative costs add more layers to this onion. Yet a well-structured airway management CPD program must remain current, with strategies to meet the needs of ICU specialists of all ages.
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